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Background. Professionals’ adherence to guidelines is a prerequisite for improving quality 
of care. In Dutch Preventive Child Healthcare (PCH), a family-centered approach has been 
implemented to enhance infants’ social-emotional development. The approach consists of 
empowering communication combined with a checklist of questions for discussing the 
child’s broad developmental context. Professionals’ adherence to the approach may be 
influenced by their perceptions regarding its value. Therefore, we aimed to assess 
professionals’ perceptions regarding this approach.  
Methods. Potential barriers to professional adherence were discussed in two focus 
groups, one with nurses and one with medical doctors Dialogues were transcribed 
verbatim and coded according to an existing checklist.  
Results. All PCH professionals valued the family-centered approach for enabling 
empowering communication skills and believed this to improve care. However, the 
attitude towards the checklist with questions was mixed; Nurses felt more optimistic than 
doctors in that it provided them relevant information, but all professionals presumed that 
it could lead to feelings of interrogation if the professional’s communication skills were 
insufficient. Furthermore, all professionals reported practical barriers, like a lack of time. 
As a consequence most medical doctors did not or only partially fill in the checklist. This 
was not related to ethical barriers. 
Conclusions. The family-centered approach was appreciated for enabling empowering 
communication skills, whereas the checklist with questions provided several barriers. 
Implementation of the family-centered approach could be improved by accounting for 
these barriers. In general, focus groups can reveal insight in barriers to adherence, which 
ultimately can be used to improve guideline implementation.  





Family-centered care (FCC) has been related to improvements in the quality of pediatric 
care
1,2
, and this innovative approach seems also of use regarding the preventive 
components of this type of care.
3
  FCC can be defined as “placing the needs of the child, in 
the context of their family and community, at the centre of care and devising an 
individualized and dynamic model of care in collaboration with the child and family that 
will best meet these needs”.
4
  
Professionals’ adherence to providing family-centered care is an important 
prerequisite for improving the quality of care. However, this adherence is not necessarily 
high
5-7
 and several barriers for this have been described.
7-10
 The adherence to a preventive 
family-centered approach may even be lower compared to non-preventive family-
centered care, because of a relatively low perceived advantage of preventive innovations 
due to the time lag between prevention and its potential rewards.
11
  
Recently, several Dutch Preventive Child Healthcare (PCH) organizations have 
implemented a family-centered approach in their routine well-baby care. The approach 
has been associated with care better attuned to parents’ needs and wishes.
3
 The core 
objective of this family-centered approach is to enhance children’s social-emotional 
development and to prevent (worsening of) problems regarding the social-emotional 
development whenever possible.
12
 First, it supports communication to build a trusting and 
supportive relationship with parents and to empower their parenting skills, in order to 
enhance children’s developmental context. Second, the approach aims to identify (risks 
for) social-emotional problems at an early stage by using a checklist with questions to 
monitor children’s social-emotional development. This checklist is based on the bio-
ecological model of Bronfenbrenner
13,14
 and regards the child and its broad developmental 
context.
12
 The principles of the family-centered approach are comparable with those of 
the Structured Problem Analysis of Raising Kids (SPARK) in the Netherlands 
15
 and Healthy 
Steps 
16
 in the US.  
During a practice-based effectiveness study regarding this family-centered 
approach, we observed some objections from PCH professionals regarding the family-
centered approach and also observed rather frequent gaps in the information on the 
outcomes of the checklist during our monitoring of the quality of data. Next to the 
preventive character of the family-centered approach which might impede adherence, we 
hypothesized that PCH professionals might have ethical reasons, like fear of stigma, for 
not filling the format of questions within children’s medical files. Such barriers have been 
described for developmental screening initiatives in children, that somewhat resemble the 
checklist of questions of the family-centered approach. Examples are the worry for over 




referral or the idea that screening may cause parental anxiety.
17,18
 Furthermore, ethical 
barriers may be the professional’s response on recent developments in which Dutch 
parents seem to increasingly perceive PCH as a controlling institution instead of a provider 
of support.
19
 Those changes in perception may be associated with the introduction of 
more restrictive legislation on the detection of child maltreatment.  
Next to the barriers mentioned above, other obstacles may play a role as well. 
Reviews of empirical studies have described several barriers regarding adherence to 
guidelines.
20,21
 Flottorp et al. described in a recent review factors that prevent or enable 
improvements in healthcare. Seven domains were identified: guideline factors, individual 
health professional factors, patient factors, professional interactions, incentives and 
resources, capacity for organizational change, and social, political and legal factors.
22
      
 
Objective 
The aim of this study was to investigate PCH professionals’ perceptions of the family-
centered approach and their influence on how PCH professionals work with the family-
centered approach. Insight in professional’s perceptions can help to intervene, if needed, 




The current study was embedded in a larger one on the effectiveness of the family-
centered approach in Dutch PCH. Details have been described elsewhere.
3,23
 Dutch PCH is 
similar to the US community pediatrics in that it offers well-child care, however, care is 
free of charge for all families. In the study all PCH professionals attended four days of 
training about working with the family-centered approach. The Medical Ethics Committee 
of the University Medical Center Groningen approved the study.  
We performed focus groups to gain better insight in the possible complexity of PCH 
professionals’ perceptions. Focus groups allow collecting data on different points-of-view 




The family-centered approach 
The family-centered approach aims to reinforce trust and empowerment of parents 
through communication skills, in order to promote children’s social-emotional 
development. Furthermore the family-centered approach aims to early identify (risks for) 
social-emotional problems in children, by asking parents question regarding their child’s 
broad developmental context. For this purpose the family-centered approach contains a 




checklist with questions regarding five domains associated with children’s social-emotional 
development that serve as a guideline for having a semi-structured conversation with 
parents (see Appendix 1). For all questions, PCH professionals can register information as 
either a protective factor, indistinct, as a risk factor, or as not discussed. Subsequently 
information can be provided in free text. During every well-child visit, possible parental 
concerns are first elicited, providing the onset for further communication. 
 
Sample and procedure 
We invited 21 PCH professionals from different teams by email, based on their comments 
(either positive or negative) during PCH team meetings, to make sure that different 
points-of-view were represented during focus groups. Of the 9 doctors approached, 8 
agreed to participate. Of the 12 nurses approached, 11 agreed to participate. Two focus 
groups were held, one for medical doctors and one for nurses. Due to practical reasons, 
like lack of time, 5 medical doctors and 6 nurses participated in the scheduled meeting.  
Focus groups were planned for one-and-a-half hours, but the point of saturation 
was reached after about 75 minutes in both groups. Participants were all female (mean 
age 52.9 years, 20.7 years of experience) and most knew each other. The focus group 
leader was researcher and academic teacher who had chaired several focus groups 
before. He was informed about the study, but did not know the participants of the focus 
groups in order to exclude bias based on knowledge of participants’ perceptions. The first 
author, MH, attended, made notes and recorded all dialogues. Focus groups were held at 
a central PCH workplace. Participants were informed that data would be collected until a 
point of saturation. In case of no saturation participants would be asked to participate in 
individual interviews. All PCH professionals gave consent to audiotape the dialogues. 
Results were transcribed verbatim and sent to the PCH professionals for further 
comments.  
 
Structure of the focus groups interviews 
The focus group leader shortly introduced himself and started both focus groups with the 
open question what PCH professionals thought of the family-centered approach. The 
dialogue was conducted as a natural discussion. However, to be sure that several potential 
barriers were discussed, we provided one or two propositions for each barrier like 
‘enquiries about the broad developmental context fit with the responsibilities of PCH’, and 
‘working with the family-centered approach leads to distrust of parents’ (see Appendix 2 
for all propositions). These were only used if its topic was not covered in the spontaneous 
discussion. 





We used the checklist developed by Flottorp et al., to categorize our findings into one of 
the seven domains that the authors described: guideline factors, individual health 
professional factors, patient factors, professional interactions, incentives and resources, 
capacity for organizational change, and social, political and legal factors.
22
 First, 10% of 
the transcribed focus group dialogues were independently analyzed by MH, ELM and 
AFdW and afterwards discussed. Categorizations were similar and, in case of differences, 
authors discussed these and agreed on solutions. Next, the transcriptions of both group 
meetings were analyzed and categorized by MH, using the categorization framework. The 
results of this categorization were checked by ELM and AFdW independently. 
 
Results  
Overall, whereas the family-centered approach incorporates both using new 
(empowering) communication skills and using the checklist with questions, both medical 
doctors and nurses clearly distinguished between these two aspects. Below, results of the 






Guideline factors refer to aspects related to the family-centered approach, like clarity, 
cultural appropriateness, and feasibility. All PCH professionals positively appreciated the 
core principles of the family-centered approach. Regarding the checklist of questions 
opinions differed. Some doctors experienced the checklist with questions as rigid and 
explained that even if they would have had enough time, they would not ask all the 
questions since that would disrupt a natural conversation. One doctor explained, “It feels 
as if you have to ask all these questions, and then I think well, I am not doing it”. Nurses 
viewed the checklist with questions more as a helpful tool that could provide useful 
information, instead of a stringent questionnaire. However, they explained that, due to 
the electronic medical file format, resembling a questionnaire, this might contribute to 
feelings of cross-examining.  
All PCH professionals experienced the answer categories of the question in the 
checklist (protective, indistinct, or risk factor) as too rigid and not helpful. One nurse 
explained: “it is not black and it is not white. I have a lot of difficulty to write it down 
properly, and therefore I just don’t because there is a lot of nuance around it”.  
  
Individual health professional factors 




Individual health professional factors captured several factors, like agreement with a 
guideline, motivation to adhere to it and the expected outcome. All PCH professionals 
believed that the emphasis of the family-centered approach on empowering 
communication contributed to better attuned care, less paternalistic professional behavior 
and more satisfied parents. A doctor reported: “I have learned to leave things up to the 
parents, not immediately giving the solution, but first to take one step back. And I feel that 
with this approach I better connect with parents.” Nurses reported that parents disclosed 
information earlier, mostly due to their empowering communication skills, but some also 
stressed the importance of asking the questions in this regard. All PCH professionals 
mentioned a trusting relationship with parents as a prerequisite for the family-centered 
approach. They felt that their communication skills played a crucial role in building a 
trusting relationship and getting information from parents, whereas only the questions 
might lead to an interrogation and loss of trust in case of insufficient communication skills; 
“It is all about attunement” and “That’s why I’m always so tired after well-child visits, 
because I constantly have to verify what can I tell these people, how far I can go”.   
Some nurses, especially less-experienced ones, believed that interventions could 
be given sooner due to the checklist with questions because they received relevant 
information earlier. Most doctors were more critical and did not believe that they referred 
more children. Some doctors sometimes felt reluctant to ask parents questions about 
their financial situation or their relationship. They mentioned that these questions were 
not always necessary since they had no suitable intervention for it.  
None of the PCH professionals believed that the family-centered approach as 
such would lead to stigma, as we hypothesized. Some agreed that recording risk factors 
might be stigmatizing, but all viewed it as part of their job to identify risk factors regarding 
the child and its context.” Nurses explained that the family-centered approach could never 
be stigmatizing, because the information should reflect parents’ own evaluation of 
situations.  
Both doctors and nurses debated the extent to which positive care outcomes 
were due to the family-centered approach or to their own professionalism. Doctors did 
not reach consensus. Experienced nurses explained that they did not really change their 
work after implementation of the family-centered approach since they already worked 
according to its principles, whereas less experienced nurses did change their work 
approach. All nurses agreed that if using the checklist with questions of the family-
centered approach, quality of care depended on the professional’s attitude and 
communication skills.   
 





Patient factors refer to factors such as patient preferences, perceptions, motivation and 
patient behavior that motivate or de-motivate adherence to a guideline. Whereas most 
PCH professionals believed that they asked more questions since the implementation of 
the family-centered approach, they also mentioned that parents were sometimes 
reluctant to share information. Parents might give socially desirable answers, or might 
even withdraw, possibly because of the checklist with questions. One doctor had the 
feeling that especially those parents who need most monitoring in the expert’s eye might 
withdraw because of the questions. Another doctor guaranteed that, in general, parents 
were quite willing to answer the questions. 
 
Professional interactions  
Professional interactions refer to factors like communication between professionals, and 
other team processes that may influence adherence. Doctors agreed that the family-
centered approach was especially helpful for nurses obtaining more information. 
Experienced nurses, however, reported that they already asked similar questions before 
the family-centered approach was implemented. All doctors and nurses found the 
checklist with questions especially helpful for inexperienced colleagues. Some doctors 
explained that they benefitted from the information the nurses added in the checklist with 
questions, but often did not have the time to fill it in themselves.  
 
Incentives and resources 
Incentives and resources refer to factors like the availability of necessary resources, and 
assistance for professionals to assure quality. All professionals found the integration of the 
checklist with questions in the electronic medical records not practical. It took too much 
time to open and to fill in, and the integration in the medical record was poor. All of them 
mentioned a lack of time. Doctors explained that the medical examination takes a lot of 
their time. As a consequence, doctors either did not fill in the checklist with questions, or 
only partially. One doctor explained that asking questions might lead to disclosure of 
personal information, and it would not be appropriate to cut parents’ stories short. 
Despite a lack of time, most nurses tried to fill in the checklist with questions, but only for 
children who were included in the study. They stated that in the well-child visit for which 
they got extra time (at child age 8 weeks) they could work with the approach in the way it 
was intended: “actually, we start really well, and afterwards we have to, well, afterwards 
we do not really have sufficient time”. 
 




Capacity for organizational change  
The capacity for organizational change refers to the authority for making changes, 
regulations and policies and priority of changes. All nurses valued the formalization of 
asking questions about the broad developmental context through the implementation of 
the family-centered approach by the PCH organization. The introduction of our 
effectiveness study combined with the introduction of the electronic medical file within 
the PCH organization was considered to be de-motivating by both doctors and nurses 
because of the accumulative time investment.  
 
Social, political and legal factors  
In the checklist of Flottorp et al., examples of social, political and legal factors are the 
health care budget, corruption and political stability.
22
 We used this domain to describe 
the broader social context in which our study took place. Some doctors and nurses 
mentioned the negative role of the media regarding identification of risk factors. They 
mentioned a Dutch survey stating that parents experience PCH more and more as an 
institution of interference and for detecting child abuse
19
, which has heightened the 
threshold for the easy accessibility of PCH for some parents. This might make parents 
suspicious about the checklist of questions. However, they did not find the family-centered 




In this study we assessed professionals’ perceptions regarding an innovation in well-child 
care: a family-centered approach that aims to improve infants’ social-emotional wellbeing. 
We found that all PCH professionals valued and practiced the communication skills of the 
family-centered approach and believed that this results in better care. Opinions differed 
regarding the checklist with questions of the approach. Nurses felt more optimistic than 
doctors in that it provided them relevant information, but all PCH professionals presumed 
that the checklist with questions could lead to an interrogation and loss of parents’ trust if 
the professional’s communication skills were insufficient. PCH professionals mentioned 
several barriers regarding working with the family-centered approach. The answer-
categories impeded registration within the family-centered approach format. 
Furthermore, practical barriers like a lack of time and a flaw of integration within the 
electronic medical file resulted in not filling in the checklist of questions for most doctors.  
The basic principles of the family-centered approach, empowering 
communication skills attuned to parents’ needs, were positively valued and practiced by 




all PCH professionals and were said to improve care, which would fit with an earlier study 
on the effect of this family-centered approach on the attunement of care to parents’ 
preferences.
3
 Professionals’ views confirm a study among nurses in children units who 
mention that they positively value family-centered care and mention communication skills 
to enhance family-centered care.
5
 However, Veldhuizen et al. found adherence of medical 
doctors to quite structured communication guidelines to be often low because these 
guidelines disturb daily practices and routines.
25
 Our finding of good adherence might be 
explained by the flexibility of the communication aspect of the family-centered approach.  
Medical doctors’ adherence to asking the questions of the family-centered 
approach was quite low, partly due to a lack of time. Nurses, especially those who were 
not already familiar with these types of questions before the implementation of the 
family-centered approach, stressed the importance of asking all the questions to get 
valuable information from parents. In a study on the effect of the family-centered 
approach on attunement of care to parents’ preferences and their willingness to disclose 
concerns, we found that parents valued questions about the broad developmental context 
as quite important, and that professionals who worked with the family-centered approach 
attuned to parents’ preferences in this regard (more as compared to care-as-usual) 
according to parents.
3
 In that same study there was no effect of the family-centered 
approach on parents’ willingness to disclose concerns, but routinely asking sensitive 
questions seems to be auxiliary to disclosure of sensitive information by others.
26
 
Therefore it is important to emphasize the importance of asking all questions during 
trainings. Respect, non-judgment, trust, empowerment and equality are important 
prerequisites for the disclosure of valuable information
27
, which are covered by the 
communication aspect of the family-centered approach. Most doctors felt that prioritizing 
a natural conversation above asking all the questions of the family-centered approach, 
was not in line with the principles of the family-centered approach. It therefore is 
important to train professionals in using the family-centered approach as a flexible 
method instead of a stringent questionnaire. 
All PCH professionals mentioned practical barriers for the use of the family-
centered approach, the most important ones being that the answer-categories were not 
informative, lack of time and the introduction of electronic medical files, which impeded 
the use of the family-centered approach. Lack of time has been mentioned before as a 
barrier to family-centered care
7,10
, and also the introduction of electronic medical files can 
be a  barrier in general.
28
 Nurses asserted that from the well-child visit of 8 weeks onwards 
they actually had not sufficient time to work properly with the family-centered approach, 




which forms a threat for the monitoring aspect of the family-centered approach. The 
challenge for professionals is to get the most out of a well-child visit in limited time. 
Whereas we hypothesized that PCH professionals might not fill in the checklist 
with questions because of ethical reasons like the fear of stigma, this was not the case. 
This is of major importance, since fundamental ethical barriers would require very 
different solutions than practical barriers do. Because all professionals experienced some 
added value of the family-centered approach, it seems valuable to overcome practical 
barriers whenever possible. As a result, PCH professionals might use the approach more 
intensively, which may contribute to a higher quality of care.
3
 
 We found that PCH professionals debated on whether positive care outcomes 
were due to the family-centered approach or to their own professional quality. This might 
be linked to the concept of tacit knowledge which can be defined as “knowledge-in-
practice developed from direct experience and action; highly pragmatic and situation 
specific; subconsciously understood and applied; difficult to articulate; usually shared 
through interactive conversation and shared experience.”
29
 It may be that some PCH 
professionals already captured the principles of the family-centered approach within their 
tacit knowledge. This could also explain why experienced nurses did not really change 
their way of working due to the implementation of the family-centered approach, and 
why PCH professionals found the checklist with questions especially of use for new, 
inexperienced colleagues. In general, during trainings it may be valuable to assess 
professional’s tacit knowledge to help to prevent de-motivation regarding new methods.  
 
Strengths and weaknesses 
Strength of this study is that we selected a heterogeneous group of professionals and 
chose an open interview in which participants could decide what topics to bring in. We 
also made sure that the topics derived from the literature were discussed by making use 
of statements to be able to compare our results with other studies.  
A weakness of this study, inherent to qualitative research, is that results are not 
necessarily valid in other settings. Furthermore, we cannot be fully certain that the 
relatively small sample of the focus group participants represented all professionals 
although we carefully selected a heterogeneous group of participants. The topics brought 
in or the point of saturation might possibly have been different in different compositions 
of the focus groups. However, chances are small that results would have been very 
different with other participants since participants also brought in opinions and 
experiences of colleagues. In both focus groups, a point of saturation was reached before 




the scheduled time was over, and none of the professionals wanted to discuss other 
topics.   
 
Conclusions  
Our qualitative study shows that PCH professionals generally appreciate the family-
centered approach, but that practical barriers, instead of ethical ones, hamper its full use. 
In general, qualitative research may help to optimize innovations for daily practice and 
thus to improve their implementation. Based on our study, it seems valuable to overcome 
practical barriers to optimize the use of the family-centered approach. For the registration 
in the electronic medical files, it would be good to agree on what information is essential 
to report in what way, so that a serviceable variant of the family-centered approach 
checklist with questions can be constructed. 
Furthermore, it is pivotal to evaluate professional’s guideline adaptation also 
after implementation, since sustainability of implemented guidelines is not self-evident.
30
 
This should best be done so before starting large effectiveness studies to be able to 
interpret results. Methods exist which can help to monitor possible barriers to research 
systematically so that solutions can be found where needed, to increase fidelity of 
results.
31
 Ultimately, qualitative studies like ours may highly add to the use of guidelines, 
and thus to a better child health.  
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 Appendix 1: The contents of the family-centered approach  
1. Competence of the primary caretaker 
- How do you like being a mother (of … children)?  
- Does the situation correspond to what you expected?  
- Do you feel uncertain or do you have any difficulties with certain aspects of care? If you have, what 
  kind of aspects are these?  
- To what extent do you have time for yourself or for other activities?  
- How do you think your health is?  
Summarizing: the competence of the parent can be concluded as…  
 
2. Role of the partner 
- How does your partner feel about having a child?  
- To what extent does your partner contribute to the care of your child?  
- To what extent are you satisfied with the contribution of your partner?  
- To what extent do you and your partner agree on how to raise and care for children?  
- What happens if you and your partner do not agree (about how to raise and care for children)?  
- How is the relationship between you and your partner in general? 
  (in case of no relationship: how do you feel about that?)  
- What is the impact of having a child on your relationship?  
Summarizing: the role of the partner can be concluded as…   
 
3. Social support  
- Who supports you emotionally in caring for your child?  
- Who supports you in practical terms in caring for your child?  
- Who advises you about caring for your child?  
- To what extent do you manage with the support you receive?  
- Are you familiar with ways to enlarge your social network?  
- To what extent are you in need of contact with other mothers with babies?  
- How would you define your relationship with your own parents?  
Summarizing: the social support can be concluded as…  
 
4. Perceived barriers or life events within the care-giving context of the child  
- Have there been any life events the past year?  
  If so: To what extent does this influence your contact with (name of the child)?  
- How does the combination of work and child care services work for you? 
- How is your financial situation?  
- How is your housing situation?  
- Are there any other circumstances that impact on your family?  
Summarizing: the perceived barriers or life events can be concluded as…  
 
5. Wellbeing of the child 
- How is (name of the child) doing overall?  
- How is (name of the child) developing on a social-emotional level according to you?  
- How familiar are you with (name of the child)?  
- How does (name of the child) respond to his/her environment?  
- To what extent do you recognize different ways of crying? 
 Summarizing: the wellbeing of the child can be concluded as…  




Appendix 2: Statements used in the focus groups 
 
- Early identification of (risks for) social-emotional problems with the family 
centered approach leads to better chances for all children  
 
- Working with the family-centered approach leads to parental distrust instead of 
trust 
 
- Strengthening parental competencies works well with the family-centered 
approach  
 
- I can attune care easily to all families with the family-centered approach 
 
- I find it hard to discuss all questions of the family-centered-approach with parents 
 
- I find it hard to discuss risk-factors from the family-centered approach with 
parents 
 
- Asking questions about the broad developmental context fits well within the 
responsibilities of PCH 
 
- It is not of any added value that medical doctors work with the family-centered 
approach 
 
- I benefit from the information my colleague writes down in the checklist with 
questions 
 
- Because of the family-centered approach, more often specialized interventions 
are applied in families 
 
- Early identification of (risks for) social-emotional problems with the family 
centered approach leads to parental concerns 
 
- Early identification of (risks for) social-emotional problems with the family 
centered approach leads to stigma 
 
- Even if I do not have a lot of time, I ask about the broad developmental context 
 
- Too strong a focus on early identification of (risks for) social-emotional problems 
results in too little attention for empowerment of parents  
 
- The family-centered approach’s communication skills are more important than 
filling in the checklist of questions
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